toward an integrated treatment of schizophrenia*
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Schizophrenia has baffled psychiatrists since its nosological identification by Kraepelin in 1896. In the study of schizophrenia, adherents of biochemical, psychophysiological, and psychological etiologies have vied to exert the primacy of their orientations. Different explanatory levels are not in conflict when a general systems approach is used as suggested by Grinker (I969 and in press). General systems theory may eventually provide the most comprehensive understanding of schizophrenia, but in the meantime, it is necessary to isolate our perspectives and study each of them thoroughly, with integration as our eventual goal. In this report, a psychological perspective will be maintained in deriving treatment principles from schizophrenics who have thus far shown an enduringly good outcome. Although biochemical, neurophysiological, psychophysiological, and other perspectives will not be considered here, their absence does not at all imply that they are less central to understanding the treatment of this grave disorder.
In my previous report on a group of 13 young adult schizophrenics (Kayton 1973) , good outcome was sustained up to 5.5 years after hospital discharge. "Good outcome" was defined as a decided increase in social and vocational functioning as well as a greatly improved self-appraisal and a marked diminution in the intensity of schizophrenic symptoms. The scale devised by Strauss and Carpenter (1972) , which is a measure of social and vocational adjustment as well as frequency of symptoms and rehospitalizations, corroborated the clinical impres-*Requests for reprints may be addressed to the author at Psychosomatic and Psychiatric Institute, Michael Reese Hospital and Medical Center, 2959 South Ellis Avenue, Chicago, III. 60616. sions. Furthermore, these good outcome schizophrenics compared very favorably with well-functioning nonschizophrenic peers from a local university.
The schizophrenic illness was studied from its symptomatic inception through the recovery period to an eventual social, vocational, and experiential good outcome. Four distinct phases of the disorder were identified from these observations. The breakdown of the schizophrenic illness into these phases provided an opportunity to extract treatment principles associated with good outcome.
The general principles derived from the 13 good outcome schizophrenics in my previous study (Kayton 1973) have been applied to 26 additional schizophrenics (aged 18-38) treated in the present study. Sixteen schizophrenics (11 females and 5 males) in this latter group have exhibited good outcome for 2 to 4 years. Their Strauss and Carpenter scores for outcome range from 12 to 15, which is the same range exhibited by 24 normal controls from a local university who were recently tested and interviewed. Seven others have shown a decided improvement in the quality and quantity of symptoms, in their interpersonal relationships, and in their vocational functioning. They continue, however, to exhibit some noticeable impairment in their total life experience. In four of these seven, there have been subsequent decompensations, some of which have required short hospitalizations. The Strauss and Carpenter scores for outcome in these seven patients range from 8 to 11. At this writing, two have not materially improved from their status shortly after the waning of the original decompensation, and one has shown a relapsing and gradually declining course. The characteristics of the 26 patients treated in the present study may be found in table 1. 26  32  24  28  18  21  18  22  19  27  21  20  18  26  23  38   21  32  18  27  28  18  19  20  19  20   Phillips  Prognostic  Scale   8   10  16  12  22  20  18  18  18  20  18  18  14  16  10  12  14  10  18  12  18  26  22  14  16 Strauss  and  Carpenter  outcome  score  15  14  15  15  12  13  14  15  15  15  15  13  14  15  13  15  10  10  9  10  9  8  11  4  7  3 Comparison with premorbid status
The observations and conclusions in this paper have been derived from patients in a particular setting: the Psychosomatic and Psychiatric Institute of the Michael Reese Hospital and Medical Center. The Institute has a psychodynamic as opposed to a more somatogenic orientation to treatment. Although the setting, patient composition, and existing psychodynamic theories have influenced the conclusions, the treatment principles have proven to be extremely helpful in managing and treating prepsychotic and psychotic schizophrenics in or out of a hospital.
Background
In my previous study (Kayton 1973) , the clinical features of 13 improved young-adult hospitalized schizophrenics (11 females and 2 males) were described. Some of the schizophrenics in that group had exhibited behavioral disorganization for several years, and many had experienced poor premorbid social adjustment. The presenting symptoms were quite varied and ranged from paranoid schizophrenic disorganization to catatonic psychoses to nonpsychotic pseudopsychopathy. These schizophrenic young adults evolved through four phases toward a good outcome. A brief account of the phases, which are described more fully in the previous report, follows:
Phase I
Phase I was a phase of internal disorganization. Although preoccupations with good and bad objects were pervasive, the persecutory forces waned when there was a potential alliance with a good object. At the beginning of the alliance, a perceived rejection by the alliance object (therapist or staff member) caused a predictable sequence of events. There was a feeling of being totally deserted and alone. This was often followed by intense self-abomination with a sense of abject worthlessness and complete unlovability. This in turn might be followed by a temporary return of a sense of persecution, which would wane with effective contact with the alliance object. Other concerns included fears, dreams, and delusions about obesity, annihilation, plunging into water or an endless void, suffocation, destruction of people, and dread of dying.
Phase II
Phase II was called postpsychotic regression. In this phase, psychotic behavior was minimal; when present, it was evanescent and usually precipitated by family stresses or separations from the therapist. This phase lasted from 3 weeks to 16 months. Subsequent experience has shown that a latency period may occur after the termination of the blatant psychotic disorganization and before the onset of postpsychotic regression. This latent interval has varied from several days to several weeks. In one unusual instance, the latent interval lasted 3 months and coincided with posthospital discharge planning. This phenomenon had been previously described by Roth (1970) , who called it the "compensation-transition phase," which preceded what he termed the "depressed-neurasthenic phase."
Characteristic of this phase were thought scattering and clogging with feelings of emptiness. In addition, an overwhelming sense of passivity and lack of energy were experienced. Reversal of diurnal rhythm with insomnia at night and sleeping during the day were common. Concentration was markedly impaired and staring into space with widened palpebral fissures or dysrhythmic blinking was also evident. Psychophysiological disorders were prominent, including gastrointestinal dysfunctions, lightheadedness, and ataxia. There was a strong wish to be with the alliance object but otherwise to be alone. Furthermore, most schizophrenics in this phase gained significant amounts of weight from gorging on food with high sugar content such as chocolates and ice cream.
Phase III
In phase III, the middle phase of the postpsychotic regression, the sleep disturbances abated, and the patient would awaken spontaneously in the early morning. There was also an increased concern over grooming, improved concentration, return of memories, and the beginning of active though primarily nonverbal interpersonal interaction. The lifting of passivity was facilitated by introducing preliminary plans for discharge from the hospital.
Phase IV
The final phase coincided with the termination of the regression. In this phase autonomy seemed to grow. Frequently, with the termination, the patients experienced a return of humor, a new feeling of confidence, a restoration of ambition, though the goals were scaled down, and a sense of security. The termination of the regression sometimes occurred very abruptly. A slow but steady increment in automony was evidenced after the lifting of the regression.
At present, all 13 of the patients described in that previous report have been functioning effectively for Vh to 6/2 years. Not all 13 psychotic schizophrenics evolved smoothly through these four phases (see table 2 phrenics treated subsequent to the initial study have traversed the four phases.
What Are the Changes in Good Outcome Schizophrenics?
The changes observed in the improved schizophrenics were: 1) the ability to be alone and yet feel secure, 2) the development of a more distinct sense of self relatively independent of other people, 3) greatly improved modulation of affect, 4) the ability to feel genuine pleasure both in esthetic pursuits and in interpersonal situations, 5) a marked diminution to an apparent absence of thought disorders, 6) a lessened susceptibility to transient psychotic symptoms, 7) a realistic scaling down of personal ambitions, 8) the ability to take credit for personal accomplishments, and 9) improvements in social judgment.
Substantially improved schizophrenics have become more successfully individuated and are consequently better able to govern themselves within limits in a variety of social contexts.
Four Common Denominators in the Treatment of Good Outcome Schizophrenics
Four common denominators in the treatment of good outcome schizophrenics could be discerned:
1) The development of a sense of being protected, which coincided with the waning of the internal disorganization. This feeling of growing protection seemed not only to stem from the general environment but to be focused increasingly on an individual in that environment, such as a nurse, an aide, or, most commonly, the therapist. Therefore, the first necessary condition was to establish a feeling of safety.
2) The formation of a trusting, dependent dyadic relationship during postpsychotic regression, which is essentially an anaclitic depression with its concomitant passivity and neurasthenia. This was almost invariably observed between the schizophrenic and the therapist, but in two instances, between the schizophrenic and a nurse on the unit. The association between postpsychotic regression and good longer term outcome has been made by Vaillant (1966) . Meanwhile, the studies of Sachar et al. (1963 and , Steinberg, Green, and Durell (1967) , and Roth 1970) strongly suggest that the postpsychotic regression was also seen in good shortterm outcome. There have been many theories advanced to account for this nonpsychotic regression (Fowler et al. 1972 , Mayer-Gross 1920 , Semrad and Zaslow 1964 , and Sonnenbergand Miller 1970 . Previous explanations, however, have not accounted for the behavioral manifestations of this phase in the context of environmental response. Though there is current mistrust of teleological explanations, the theories have been usefully employed by other theorists of schizophrenia, such as Arieti (1955) in his theory of progressive teleological regression, and Shakow (1962) in his psychological speculation regarding the etiology of segmental set. A teleological explanation of postpsychotic regression provides a useful conceptual bridge for uniting theory with practice. Postpsychotic regression is thus hypothesized as a specially regressed biopsychological state, which has resulted from the literal neurophysiological release of those interrupted behaviors, affects, and perceptions that are the primordial building blocks of basic psychological necessities such as stability, security, and trust. The postpsychotic regression phase can thus be viewed as a fortuitous second chance to rebuild or buttress these basic psychological necessities. Once these fundamental psychological necessities have been rebuilt or buttressed, there may follow a more stable and coherent sense of self, more accurate, stable, and discriminating perception, the ability to think in stable and socially consensual categories, and a more effective modulation of affect.
3. The firm but gentle and gradual mobilization of the schizophrenic during a partial lifting of the postpsychotic regression state. It was empirically observed that when there were particular shifts in the clinical state, there was substantial lifting of the severe regressive state. More clinical observations have been essentially substantiated in the 16 additional good outcome schizophrenics. The ability to read articles in a newspaper or magazine signified an improvement in concentration, while better grooming and sitting on the periphery of groups indicated the spontaneous regeneration of socialization needs. Other clinical features, such as spontaneously awakening for breakfast, the waning of the staring or dysrhythmic eye blinking, and the cessation of further weight gain, heralded the end of severe postpsychotic regression. Using the previous concept of neurophysiological release, we may postulate that stability, security, and trust have now been reestablished and, perhaps, enhanced so that autonomy must be encouraged at this stage. Failure to do so may only serve to perpetuate the regression and make it learned behavior with secondary gain.
4) The creation and perpetuation of a proper convalescent environment. The most effective environment was one in which a cautiously paced autonomy could continue in an atmosphere of minimal achievement expectations and unconditional emotional support. It was, of course, often difficult to organize and perpetuate such an optimal environment. In those returning to the premorbid domicile, counseling and/or therapy of family, parents, spouse, or even friends was often necessary on a periodic or ongoing basis. In other cases, the premorbid domicile was adjudged by the patient or therapist to be maladaptive. In this instance, it was necessary to construct an alternative environment. In such cases, living alone, with the firm support of the therapist and other external interpersonal supports, was sufficient in providing this proper convalescent environment.
The principles of the four common denominators used in the treatment of good outcome schizophrenics are more specifically detailed in the section that follows and in table 3.
Phase-Appropriate Treatment of the Schizophrenic Illness

Phase I: Internal Disorganization
It is with the recognition by the patient or family that there has been a distinct disorganization of greater or lesser degree occurring over a period of time that usually brings the schizophrenic into treatment. Some have had psychological treatment or counseling in the past for prodromal signs and symptoms such as delinquent acts, excessive daydreaming, transient conversion reactions, and severe depression. The external events most often associated with the onset of the disorganization in this sample of 26 schizophrenics included anticipated or actual criticism by a valued authority, heterosexual entanglement, disillusionment, or attempts to be independent beyond the patient's present capacity. The more dramatic the disorganization and the more verbal the patient, the more blatant the experiencing of the world in terms of good or bad objects. The task in this phase is to establish a feeling of safety, which aids in making contact with an object that is perceived to be good and powerful. This good-object choice helps to offset perceived sinister forces so that this phase of schizophrenia is likely to abate. Sometimes a significant amount of conflictual material emerges during a psychotic episode. Active termination of the severe disorganization should therefore be carefully considered.
If the psychotic material is relatively comprehensible, especially in terms of known psychological history, psychotherapeutic interventions may result in various degrees of conflict reduction. In these instances, therefore, care must be taken not to terminate the psychosisfor example, by large doses of neuroleptics or excessive social interdiction.
Most often, however, psychotic behavior is not necessary for good outcome. In this instance, the feeling of safety and the subsequent or coincident choosing of a good object is sufficient to diminish the psychotic symptoms markedly. Neuroleptics can be most usefully employed to quiet the inner turmoil and thus significantly enhance the feeling of safety. The works of Goldstein and his colleagues (Goldstein 1970 , Goldstein et al. 1969 , and Goldstein et al. 1972 , however, have provided convincing evidence that in some acute, good premorbid schizophrenics, neuroleptics may actually delay or hamper recovery. The use of neuroleptics should, therefore, be based on the considered opinion that therapeutic contact alone will not be adequate to instill a feeling of safety. The therapeutic posture should be an understanding of the good-and bad-object experiences. The therapist should be ready to provide the necessary protection against bad-object experiences through behavior and through words if they can be accurately understood. The psychotherapy should be geared toward the therapist's preserving himself as a good object without contributing to object splitting. Anger at the good object can be projected onto the milieu or specific personnel in the milieu in order to preserve the good object. This projection results in the feeling of a persecutory environment that serves to compromise the feeling of safety so necessary for resolution in this phase. In the psychotherapy, therefore, potential bad-object contaminations of the therapist must be noted and honestly dealt with. Even the accurate or distorted perception of any indifference may be akin to a sadistic rejection and must be continually considered in the patient-therapist transactions.
In addition, the therapist must be aware of the signs and symptoms that herald postpsychotic regression. Fantasies and dreams of submerging, falling, and selfannihilation, as well as the neonatal and fetal behaviors, presage postpsychotic regression. The therapist must not fear the regression, for eventually it may bode a good outcome. The fear of the patient's going "through the looking glass" can be assuaged merely by the therapist's knowledge that he can follow the patient into the regressive state. The patient need not fear the feeling that he is being hurled into space or that he is totally and irrevocably disconnected. Fears of gluttony, fears of being devoured or consumed, or fears of merging or being inside the therapist may be favorable signs at this juncture that indicate that the therapist has been chosen as the good object for ensuing postpsychotic regression. Because these fears represent ideas of exaggerated infantile neediness, proper reassurances and reasonable interpretations can be very helpful in this phase.
The milieu should be flexible. It must provide the necessary controls for those who feel the terror of potential or actual behavioral dyscontrol. It must provide boundaries when the panic at the loss of self-other boundaries occurs. Examples of boundary supplementation are physical contact, the benevolent use of restraints, and even shutting the door of the patient's room. Potentially good objects should be plentiful, for no one can anticipate who will be chosen as the fantasied or real good object to the schizophrenic patient. A secure quieting or a countenance of awe is another indicator that the good object has been chosen. Nothing should be done to prevent this pristine idealization. In addition, the idealization cannot be forced, because the schizophrenic fears exploitation and invasion of integrity. Those who attempt to force an idealization will only succeed in becoming bad objects and will lose their ultimate therapeutic usefulness.
Phase II: Postpsychotic Regression
Phase II can be considered a most crucial phase for the enduring salutory change. In this phase, many dissociated infantile behaviors are in evidence. The milieu can be effective in providing a certain amount of need satisfaction that may eventually be internalized. The milieu, in conjunction with the therapist, can therefore be construed as the prime therapeutic agent at this juncture. The sensitive caretaking experience is provided in actuality and symbolically by the staff or by the family if the schizophrenic remains in the home. Sitting quietly with the patient, assuaging shame over the regression, preventing episodes of prolonged dyscontrol, and avoiding the interdicting of excessive eating, napping, or desire to be alone, all aid in providing a truly sensitive caretaking experience. The milieu can be imaginatively developed to provide such an experience. The therapist need only consider that his or her continued presence as a good object enhances the permanence of memories of good and sensitive caretaking. Because the sense of being invisible is at its height in this phase, it is crucial that the therapist relate to the patient in a genuine fashion. It is very important to acknowledge the true needs, feelings, and desires of the patient and to be certain not to reinforce behaviors that would activate the patient's propensity to fulfill exclusively the covert or overt needs of the therapist. The therapist is likely to be dealing with the separation anxiety of the patient during weekends or vacations. These needs can be profitably construed as primal replays of events that resulted in feeling suddenly cut off from meaningful contact and then being forgotten. The therapist needs to keep in mind that, with each emotional replay, the constancy of the therapist may become underscored, and subsequent separation anxiety may begin to extinguish. Explorative psychotherapy is not particularly useful during the early phase of postpsychotic regression.
Neuroleptics, furthermore, do not seem to be particularly helpful in shortening this phase. They are helpful, however, in preventing or aborting acute exacerbations. Despite the intensively regressed and oftentimes depressive symptomatology, tricyclic antidepressants are of very little help. Bowers and Astrachan (1967) were unable to reverse this postpsychotic regression with the use of tricyclic antidepressants and phenothiazines in their approximately 18 schizophrenics with postpsychotic depression. Roth (1970) also reports the failure of electroconvulsive therapy used on a patient in postpsychotic depression. If the postpsychotic regression is, indeed, a neurophysiological release of inhibited foundation behaviors, affects, and perceptions, it may be postulated that phenothiazines and other biological treatments would be ineffective in reversing this phase. A reduction of phenothiazines can even be attempted if the patient is not too fearful of change. Because of the thought scattering or clogging, the intensive regressive imperative, the fear of people, and the need to be alone, group therapies are of little value. If they are too intensive, they may cause exacerbations of severe disorganizations. In addition, it is very difficult for a patient in this phase to engage effectively in family therapy. Guttman (1973) has in fact convincingly cautioned against the premature introduction of family therapy in schizophrenia. Occupational therapy should be directed toward simple, repetitive tasks that require minimal concentration. This activity serves to discharge some excess motor tension and provides the patient with a sense of achievement that assuages the sense of shame and worthlessness in the profound passivity of this phase.
Phase III: The Middle Phase of Postpsychotic Regression
When phase III is reached, more intensive psychotherapy can now be successfully instituted if indicated. Exploration itself requires some separation between therapist and patient, which signifies an end to the obligatory symbiosis. It is at this juncture that overt protest at the separation may be directly expressed. Though the patient is strengthened at this juncture, there may be disappointment and even rage when the symbiosis is threatened. With increasing independence, there may be the resumption of fears, leading to the patient's again feeling invisible and detached from all meaningful interpersonal contact. The therapist must be certain to permit and support any efforts at separationindividuation. In addition, there may be anger toward the therapist, staff, and institution itself for providing such dependent gratification in the earlier phases. Fromm-Reichmann (1952) wrote of a similar phenome-non, and Hill (1955) described this reaction which occurred at the termination of the individual psychotherapy of schizophrenia.
It is at this stage that a beginning discussion of the psychosis is broached, although the patient's experiences still are painful to recount. Requests by the patient to begin a diet, attempts to improve grooming, or expressions of interpersonal concern may indicate that the sensitively conducted group therapies could be helpful in aiding resocialization in this phase. Family therapy may now be effectively instituted if expressly indicated. Discussions with members of the family or other people who will be involved in the convalescent environment can be very helpful in paving the way for a therapeutic convalescent environment. The milieu must now be shifted toward a change of strategy. Nurses or parents must now encourage mobilization. This mobilization must be directed with a feeling of firm support lest it be interpreted by the schizophrenic as the expectation of total independence which is akin to being coldly discarded or abandoned. The regression must now be gradually discouraged. Future-based vocational and social concerns and here-and-now interpersonal situations should be emphasized. Volunteer work or a sheltered, limited work situation may provide a measure of confidence that hastens the reversal of the regression. Neuroleptics may be useful in this phase if the stress resulting from the mobilization becomes too intense. The use of minor tranquilizers may on occasion become very effective adjuncts to the neuroleptics in this phase. Those few who never required the regular use of neuroleptics during their treatment may continue to obtain benefit from minor tranquilizers.
If the person has been living with friends or family during phases I and II of the illness, a decision should be made regarding future living arrangements. If the patient is hospitalized, it is, of course, necessary that postdischarge living arrangements be carefully considered. Discharge from the hospital into a proper posthospital environment can usually be safely executed in this phase. If the family or friendship patterns of interaction are such that a continuation and consolidation of autonomy is likely, then remaining in the family or a friendship setting can be encouraged. More often, however, living alone or in a friendship setting where there is ample opportunity for being alone is preferable. This living arrangement provides the person with greater control over the frequency and intensity of interpersonal contact. Brown, Carstairs, and Topping (1958) have shown that greater social adjustment and a lower rate of rehospitalization was seen in those postdischarged schizophrenics living alone or in a nonfamily setting.
Phase IV: The Termination of Postpsychotic Regression
In phase IV, the recounting of the prepsychotic and psychotic periods no longer evokes the degree of pain that was previously experienced. If the patient has a need for mastery, then helping him to integrate the entire experience is quite helpful. After a successful integration, psychotic thinking and behaviors are often recounted with contagious humor. Soskis and Bowers (1969) have in fact demonstrated that better outcomes are associated with a retrospective integration of the acute illness.
In this phase, individuation becomes consolidated. If the patient has a strong inclination to discontinue therapy, it should be carefully considered and respected. In this case, the therapist needs only to make it known that he will be available should the need arise. Other patients may be quite motivated to expand their life horizons through more conventional psychotherapy in which those neurotic conflicts apart from the schizophrenic illness can be profitably explored and hopefully resolved.
If the regular use of phenothiazines or butyrophenones was required during phase III, it will most likely be required later. If there is a strong likelihood of further episodes of disorganization with discontinuation of neuroleptics, they may be needed indefinitely. Numerous studies (Caffey et al. 1964 , Judah, Josephs, and Murphree 1961 , Prien and Klett 1972 , Prien, Levine, and Switalski 1971 , and Soskis and Bowers 1969 , in which recurrence rates of psychosis have been found to vary from 40 to 70 percent when neuroleptics have been discontinued in chronic schizophrenics, provide strong evidence for maintenance doses in these schizophrenics. Often in the latter part of this phase, however, the patient may discontinue the neuroleptics either by request or on his own. The discontinuation of these drugs is likely to be safe either when the patient has begun to feel sedated or strangely uncomfortable on small doses of neuroleptics or when obvious substantial improvement in social and vocational spheres has been sustained over a reasonable period of time.
Heterosexual relationships should be carefully monitored, especially in males. Rapid heterosexual entanglements during the early part of phase IV may be overstimulating or counterphobic, or may lead prematurely to an ill-afforded disillusionment. Ordinarily, when significant individuation has been accomplished, the person is able to exert his own cautions. Beginning a job or school is very important and can dramatically reverse the periodic dysphoria. Similar accomplishments not only enhance the self-awareness of improvement but are often viewed as rites de passage into the social world. Periods of nonguilty withdrawal from interpersonal relationships become periodically necessary and can be safely encouraged as long as some vocational or school activity is maintained. Stress overload is frequently signaled either by psychophysiological symptoms such as light-headedness or by the recurrence of perceptual aberrations such as depersonalization. These signals are often highly specific for each individual. They can be very useful operants in the self-regulation of tolerable stress. Periodic fears of going "mad" often occur around the first anniversary of the psychosis, the admission to the hospital, or the termination of hospitalization. These fears can be assuaged by reassurance and by the explanation of the anniversary effect.
Conclusion
An attempt has been made to devise a phaseappropriate treatment of the schizophrenic illness that would increase the likelihood of a sustained good outcome. It is clear that not all persons pass smoothly through these four phases. Some schizophrenics seemingly pass into a chronic psychotic state no matter what interventions are introduced. Others seem to remain in apostpsychotic regression. In other instances, what seems to be a substantial and enduring good outcome turns out to be only a temporary state of affairs. Nevertheless, the treatment model explicated in this paper does have utility in the office and hospital treatment of many schizophrenics.
A Postscript
The foregoing paper was completed in February 1974. There has been a 7-month hiatus between the February completion and the final submission of this paper to the Schizophrenia Bulletin. In this interim period, one of the 16 good outcome patients (from the total sample of 26 patients treated in this study) had a severe paranoid psychotic episode that required hospitalization. The psychotic episode terminated in 2 months, and the characteristic postpsychotic regression seen in the first episode was not present. The entire episode lasted only 2/2 months, and he is presently asymptomatic and functioning extremely well vocationally and socially. Two females in this new good outcome group have had exacerbations of anxiety and dysphoria with some perceptual aberrations, but these were short lived and terminated through personal contact. In one of these patients, phenothiazines were used for a few days.
Of the seven in the fair outcome group, three arc now doing extremely well; if they sustain their improvement, they will eventually be considered in the good outcome group. One female had a severe exacerbation of panophobia, a severe anxiety with mild catatonic features subsequent to a prodrome of acting out. There was no overt psychotic episode, however, as had occurred during the first illness. In addition, although there was again a state of postpsychotic regression, it was short lived (only 2 months compared with 8 months after the first episode).
Finally, in the poor outcome group, one of the females has responded very well after a prolonged postpsychotic regression period that lasted 16 months. She has been functioning at a good outcome level for the past 4 months.
There is little doubt that there will be other shifts in these populations through time. Further reports on these and other patients may better delineate the predictive features of good and poor outcome as well as further clarify those treatment interventions that lead to good outcome.
